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The present study attempts to restructure the Chinese Personality 
Assessment lnventory-2 (CPAI-2), an indigenous personality test with a highly 
valuable data base, and develop a new clinical assessment instrument, 
tentatively called the Chinese Clinical Multiaxial Inventory (CCMI). The CCMI 
is designed to assess: 1) disordered personality features; 2) psychosocial 
adjustment; and 3) common psychiatric symptoms. Two samples, both from 
Mainland China and Hong Kong, were collected. Sample 1 involved 1911 
normative individuals and sample 2 involved 1659 psychiatric patients. Both 
samples completed the CPAI-2. Sample 2 also completed the Chinese 
Personality Disorders Inventory. Results reveal good psychometric properties 
for all CCMI scales. Convergent and concurrent validity of the CCMI scales 
have also been demonstrated. Findings also provide preliminarily support to 
the clinical utility of the CCMI-Clinical Symptom scales in differentiating 
patients with different clinical diagnoses. It is hoped that the CCMI will provide 
clinicians in Hong Kong, Taiwan, and China a culturally relevant, 







(Chinese Clinical Multi-Axial Inventory - 簡稱 CCMI)。本量表評估：1)病理 
性的人格特徵；2)心理社會適應性；及3)臨床症狀。量表的開發過程採用兩 
個大樣本。樣本一包括1 9 1 1名非精神病中國人，樣本二則包括1 6 5 9名 
精神病患者。所有樣本採集來自中國大陸各省區及中國香港。兩個樣本均完成 
中國人個性測驗量表第二版（CPAI-2)。此外，第二個樣本完成了中國人個性量 
表（C P D I ) 。結果表明，C C M I不僅具有良好的内在一致性（ i n t e r n a丨 
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Self-report personality inventories, sometimes referred to as "objective 
tests", serve as useful supplements to clinical interviews or behavioral 
assessment in clinical practices. Personality inventories usually consist of a 
series of carefully phrased statements; the person being tested is typically 
asked to indicate whether each statement is true or false. In this format, they 
represent an extremely efficient and straightforward method of collecting 
information in a wide range of clinical and research settings. Compared to 
other assessment methods such as clinical interview，personality inventories 
are highly cost-effective and more reliable than projective tests because they 
are scored objectively (Corcoran & Fischer 2000, Del Boca & Noll, 2000). As 
Derogatis (1977) put it, self-report approach reflects information extracted 
from the "experiencing self , who is the person directly exposed under real 
situation. However, an external observer simply will not know this 
"experience" directly. In a clinical context，self-report personality inventories 
help both clinicians and patients to address sensitive or embarrassing topics 
(Corcoran & Fischer 2000; Derogatis, 1977). As a result, personality 
inventories have become one of the most frequently used assessment 
devices in clinical practices. 
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The Minnesota Multiphasic Personality Inventory (MMPI) 
The MMPI is the most widely used personality inventory and is regarded 
as the prototype of this type of instruments in clinical assessment (Piotrowski 
& Zaiewski，1993; Watkins, Campbell, Nieberding，& Hallmark, 1995). Two 
adult versions are available - the original test, published in 1943, and the 
MMPI-2, a 1989 revision (Butcher et al., 1989). A version of the test for 
adolescents, the MMPI-A, is also used widely. 
Items of the MMPI were originally compiled from a variety of sources such 
as psychiatry textbooks, direction for psychiatric and medical interviews, and 
previously published personality tests (Graham, 2000). Rather than relying on 
rational-theoretical or factor-analytic strategies to determine what final items 
to be included in the test, the MMPI was developed using the criterion-keyed 
or group contrast approach. According to this approach, a large group of 
possible items were given to psychologically "healthy" people and to "contrast 
group" of patients suffering from various psychological problems such as 
schizophrenia, depression, and so on. Items that differentiated patients from 
the healthy group were then included in the scale. For example, if patients 
with depression respond differently than people without depression to an item 
such as "I have a lot of energy", then that item would be included in the 
depression scale. Depressed people are more likely to say "false" to the items, 
so the items is keyed false for depression - that is, a "false" response 
increases the score on the depression scale. The interpretation of scale 
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elevations is based on reference values (means and standard deviations) 
obtained from the normal sample as well as from the contrast groups. 
The original MMPI consists of 550 self-statements. The statements cover 
topics ranging from physical complaints and psychological states to 
occupational preferences and social attitudes. Respondents were asked to 
answer "true", "false" or "can't say". Altogether the statements make up 10 
clinical scales, they include: hypochondriasis (Hs), depression (D), hysteria 
(Hy), psychopathic deviate (Pd), masculinity-femininity (Mf), paranoia (Pa), 
psychasthenia (Pt), schizophrenia (Sc), hypomania (Ma), and social 
introversion (Si). The Schizophrenia scale, for example, is made up of items 
that schizophrenic patients consistently answered in a way that differentiated 
them from normal individuals. Individuals scored high (relative to norms) on 
this scale, though not necessarily schizophrenic, often show characteristics 
typical of the schizophrenic sample. For instance, high scorers on this scale 
may be socially inept, withdrawn, and may have peculiar thought processes; 
they may have diminished contact with reality and, in severe cases, may have 
hallucinations and delusions. Scores on MMPI scales can be compared to 
those of the normal standardization group and samples of clinical cases. In 
addition to these standard clinical scales, numerous special content scales 
have been developed over the years (Graham, 2000). They measure an 
individual's specific complaints and concerns, such as anxiety, anger, family 
problems, and problems of low self-esteem. For example, the 16-item anger 
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scale reflects irritability, impatience, grouchiness, and hot-headedness. 
The MMPI also includes several validity scales. These are designed to 
assess test-taking attitudes and response biases that might distort the picture 
presented by the clinical scale scores alone. The L (or lie) scale assesses the 
tendency of people to create a favorable impression, and consists of items 
dealing with minor flaws and weaknesses to which most people are willing to 
admit. People with high L scores appear impossibly good and virtuous. The F 
(or Infrequency) scale was designed to detect deviant or atypical ways of 
responding to test items. High F scores indicate those people who describe 
themselves as having a number of rare and improbable characteristics. The K 
(or defensiveness) scale is more subtle than the L and F scales and covers 
several different content areas in which a person can deny problems (e.g., 
suspiciousness or worry). Its construction was based on the observation that 
some open and frank people may obtain high scores on the clinical scales, 
while others who are very defensive may obtain low scores. The K scale is 
devised to reduce these biasing factors. People who get high K scores are 
defensive. K corrections are made on a number of clinical scales in order to 
compare the scores of people who are different in these tendencies. 
The MMPI-2 contains 567 items 一 many identical to those in the original 
MMPI, some rewritten to reflect current language (e.g., "upset stomach" 
replaces "acid stomach"), and others are new items. A frequent criticism of the 
original MMPI was the narrowness of the group of normal participants on 
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whom it was standardized. All were White, and most were young married 
people living in small towns or rural areas near Minneapolis, where the test 
was being devised. With the revision, the MMPI-2 was standardized on a 
sample of 2600 persons across the U.S. who was chosen to be representative 
of the general population in terms of regional, racial, occupational, and 
educational dimensions. Additional data from various clinical groups were 
also obtained, including people in psychiatric hospitals and other treatment 
settings (Graham, 2000; Hathaway & McKinley, 1989). 
The MMPI-2 also adds several new scales to assess new psychological 
concerns such as vulnerability to eating disorders and substance abuse, as 
well as poor adjustment at work. Additionally, the MMPI-2 adds three 
additional validity scales. The Fb scale is intended to reflect a subject's 
tendency to answer later items in the test booklet differently than those that 
appear earlier. The VRIN scale provides an indication of subjects' tendencies 
to respond inconsistently to MMPI-2 items. Inconsistencies can result when 
subjects do not read the content of the items and respond instead in a random 
or near-random way. The TRIM scale was developed to identify subjects who 
respond indiscriminately by giving either mainly true responses 
(acquiescence) or mainly false responses (nonacquiescene) without paying 
attention to the meaning of the items. 
Interpreting MMH profiles involves looking at the pattern of elevated 
scores - specifically, the highest two or three scores in the clinical scales. This 
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pattern of elevated scores is called the code-type. Published manuals exist to 
help clinicians interpret the most commonly found code-types for the MMPI-2 
(Butcher, 1990; Graham, 2000; Greene, 1991). 
Assets and Limitations of the MMPI 
The MMPI has several strengths as a clinical assessment instrument. 
First, it covers a wide range of problems in a direct and efficient manner. It 
would take a clinician many hours to go over all of these topics using an 
interview format. The various content scales developed by various 
researchers over the years provide additional information on top of the clinical 
scales. Clinicians can gain a lot of information about respondents' personality 
attributes that may underlie their psychological problems (Graham, 2000). 
Second, the validity scales of MMPI provide information about the person's 
test-taking attitude, which alerts clinicians to the possibility that clients are 
careless, defensive, or exaggerating their problems. Third, the MMPI is 
scored objectively and the scales are standardized, the description of the 
person's adjustment therefore is not influenced by the clinician's subjective 
impression of the client, and one person's scores can be compared with those 
of many others using the rich data base of the test. Furthermore, the MMPI 
can be scored by computer. This enables examiners to measure a given 
person against previously tested respondents with great precision and with 
great speed (Butcher, 1999; Graham, 2000). 
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However, many criticisms of the MMPI have also been raised. The first 
obvious weakness is its inefficiency due to its length. Even for a mildly 
disturbed person who is 16 years or older with an average IQ and 
eighth-grade education, the total completion time for the MMPI is 
approximately 90 minutes. For people who are acutely psychotic, depressed, 
intellectually impaired or poorly educated, completing the extensive list of 
questions becomes a daunting task. 
Extensive item-overlap among various MMPI scales is another aspect 
that attracted frequent criticisms (Groth-Marnat, 2003). For example, Scale 8 
(Schizophrenia), which has the highest number of items (78), has only 16 
items that are unique to it (Dahlstrom, Welsh, & Dahlstrom, 1972). Extensive 
Item overlap results in artificial relationships among scales that lower 
specificity, which, in turn, reduce the clinical utility of the inventory. 
Another common criticism of the MMPI concerns its use of group 
-contrast approach to inventory construction. Because the items on the MMPI 
were chosen for their ability to differentiate patients with specific types of 
disorder from people without, the concurrent validity of the MMPI scales was 
built-in during their development. However, lacking any theoretical framework 
to guide test development, items on a group-contrast inventory are typically 
heterogeneous and often do not seem to have as much face validity as items 
on inventories that are constructed by rational-theoretical or factor-analytic 
methods. As a result, demonstrating the construct validity of the MMPI scales 
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is a difficult task (Wiggins, 1982). Gottesman and Prescott (1989) argued that 
one could not test the construct validity of scales which have been 
constructed purposely to have no theoretical basis. Currently, the consensus 
is that using a sound theory to guide scales development offers advantages in 
terms of convergent and discriminant validity (Tsai, Butcher, Munoz, & 
Vitousek，2001). 
More importantly, knowledge about psychopathology has improved 
significantly in the past few decades. Few of these advances in knowledge 
about psychopathology, however, have been incorporated into the MM PI 
revision. The reliance on outdated conceptualization of psychopathology 
weakens the clinical utility of the MMPI. For example, the MMPI is not 
particularly sensitive to the assessment of personality disorders, a new axis 
that have been added with the publication of DSM-III and DSM-IV. 
The MMPI/MMPI-2 have been translated into more than 150 languages 
and used in more than 50 countries (Dana, 1998). Some clinicians had 
doubted about the use of the MMPI in culturally diverse samples (Dana, 1998; 
Tsai et al.，2001). There are concerns that the MMPI norms do not reflect 
variations across cultures in what is considered normal or abnormal. In 
addition, the linguistic accuracy of the translated versions of the 
MMPI/MMPI-2 and the comparability of these versions to the English version 
has also been questioned (Dana, 1998). These issues apply to the Chinese 
version of the MMPI. The MMPI and the MMPI-2 have been translated into 
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Chinese and standardized with the Chinese samples (Cheung, 1995; Cheung, 
2003). Correlations between the Chinese and the English versions range 
from .53 in China where proficiency in English is lower, to .81 in Hong Kong 
and Singapore (Cheung & Song, 1989). Comparisons of profiles using the 
U.S. norms and the Chinese norms show that when the U.S. norms were 
applied, scores of Chinese respondents tended to be elevated on F, 
Depression (2) and Schizophrenia (8) scales (Butcher, 2003). When the 
Chinese norms were used, the profiles of psychiatric patients tended to be 
subdued and the characteristic peaks on scales F, D, Pt, and Sc disappeared, 
resulting in the suggestion that a T score of 60 should be used as the cutoff 
for the Chinese. The biggest challenge in interpreting the MMPI profiles of the 
Chinese, therefore, is to determine whether these discrepancies reflect 
differences in cultural expression of psychopathology, qualitative differences 
in actual pathology, or just artifacts of translation. 
The Millon Clinical Multiaxial Invenroy (MCMI) 
The Millon Clinical Multiaxial Inventory (MCMI), since its introduction in 
1977，has become the second most widely used (second to MMPI) and 
researched clinical personality inventory (Craig, 1999; Watkins et al.，1995). 
The MCMI is designed to screen individuals with significant psychiatric 
problems. It is specifically constructed to correspond to the multi-axial system 
of the DSM classifications, and has been revised twice over the past thirty 
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years to keep pace with changes in theory as well as the DSM classification 
system (Millon, 1977; 1987; 1994). In its latest version, the MCMI-III contains 
175 items in true-false format. It includes four validity indices that assess 
tendencies to respond randomly, to fake good or bad, or being defensive; 14 
scales that assess Axis-ll personality disorders; and 10 scales that assess 
common Axis-I clinical disorders. 
MCMI is different from the MMPI in several important ways. First, Millon 
argued (Millon & Davis, 1996b) that personality styles and psychopathology 
are inextricably intertwined. If personality styles and psychiatric symptoms 
were independent, there would be no reason for the introduction of the 
multi-axial model of the current DSM system at all. Millon believed that many 
Axis-I psychiatric symptoms are products of transactions between personality 
styles and psychosocial stressors. It is, therefore, important to assess both 
personality styles and psychiatric symptoms and draws the two together into a 
coherent and logical formulation in clinical assessment. Based on this 
conceptualization, the MCMI is constructed specifically to assess both Axis-I 
clinical symptoms and Axis-ll personality problems simultaneously. 
Second, Millon intended to develop the MCMI as a psychodiagnostic 
instrument. To optimize items to measure DSM-IV criteria, especially for 
Axis-ll, Millon (1997) introduced an item-weighting system (a 2-point scale for 
MCMI-III) that gave the "prototype" items of a disorder more weight in scoring. 
To further increase diagnostic accuracy, the MCMI use cutoffs related to Base 
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Rate (BR) scores instead of the more commonly used T score to designate 
the presence or absence of a particular characteristic. BR scores are derived 
from the percentage of a population that has been deemed to have a certain 
characteristic or syndrome. For example, 17% of a psychiatric population can 
be considered to have clear characteristics of a dependent personality 
whereas only 1% is considered to have clear features of a sadistic personality. 
This means that diagnostic decisions regarding client characteristics are 
made when a client scores in a range that is consistent with either of these 
two syndromes. However, the relatively more frequent psychiatric disorders 
with high BRs (i.e., dependent) require relatively lower cutoff points than those 
rare disorders with low BRs (i.e., sadistic). Millon arbitrarily set a BR score of 
85 to indicate that the characteristic in question was definitely present. A lower 
BR score of 75 indicated that some of the features were present. 
Furthermore, Millon suggested clinicians to arrange the MCMI-III scales 
into four distinct groups: (1) Clinical Personality Patterns, (2) Severe 
Personality Pathology, (3) Clinical Syndromes, and (4) Severe Clinical 
Syndromes. A hierarchical approach in interpreting the MCMI-III subscales 
has been recommended (Millon, 1994; Retzlaff, 1995). According to this 
approach, clinicians are asked to first check to see whether any of the Severe 
Personality Disorder or Severe Clinical Syndrome is elevated. The high 
scales on the Severe Personality Disorder section should take precedence 
over equivalently elevated scales on the Clinical Personality Pattern scales. 
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Similarly, the priority would be given to Severe Clinical Syndromes rather than 
Clinical Syndromes. The primary diagnosis should rely on the Severe 
Disorder elevations unless elevations on other categories of scales were 
extremely elevated. 
Assets and Limitations of the MCMI-III 
The MCMI was developed using the rational/theoretical approach. The 
scales included correspond closely to the multi-axial format in the DSM 
system. This theoretical structure with meaningful dimensions of 
psychopathology represents its greatest strength. The scales of the MCMI-III 
are relatively easy to interpret if clinicians are familiar with the DSM system 
and the hierarchical approach recommended by Millon (Groth-Marnat, 2003). 
Moreover, the MCMI-III contains 175 items, three times fewer items than the 
MMPI-II (567 items). It takes an individual with a grade 9 education about 20 
to 30 minutes to complete the test. It is one of the most efficient measures in 
collecting information on both Axis-I and Axis-ll symptoms simultaneously. In 
fact, the MCMI-III represents the first large scale inventory which put great 
emphasis on the assessment of Axis-ll personality disorders. 
Since its first introduction in 1977, the MCMI has also attracted many 
criticisms (Craig, 1999; Haladyna, 1992; Reynolds, 1992; Wetzler, 1990; 
Wetzler & Marlowe, 1992). First, difficulties have been noted related to the 
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extensive item overlap among its scales (Retzlaff & Gibertini, 1987; Strauman 
& Wetzler, 1988). The original MCMI-I had its 175 items arranged on 733 
different keyings, and the MCMI-II had an even greater 953 keyings. Because 
many of the items were used to score on numerous scales, high inter-scale 
correlations are inevitable. For example, the MCMI-I's Borderline and 
Dysthymia scales shared 65% of their items and had a correlation of .95. The 
recently revised MCMI-III has attempted to reduce item overlap by reducing 
the number of items per scale, providing item weightings depending on their 
relative importance for a scale, and reducing the number of keyings to 440 
(Millon, 1994). However, inter-scale correlations are still high (up to .80 for 
several scales). These inter-scale correlations reflect more of a 
methodological artifact than real conceptual relationships among dimensions 
(Craig, 1999). As a result, it is difficult to interpret elevations on certain scales 
as having different clinical significance from elevations on other highly 
correlated scales. 
Second, some researchers indicated that the MCMI tends to 
overdiagnose and overpathologize (Flynn et al., 1995). For example, Wetzler 
(1990) noted that MCMI-related diagnoses of personality disorder were 60% 
higher than diagnoses based on structured clinical interviews, particularly 
when the patient was tested during an acute episode. A related issue is that 
the MCMI scales and their related interpretations tend to emphasize a 
client's deficiencies without balancing these out with the client's strengths 
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(Groth-Marnat, 2003). 
In addition, since the MCMI closely correspond to the DSM, efforts have 
been made to incorporate changes that parallel the ongoing development of 
the DSM classification system. As a result, the MCMI represents one of the 
most frequently revised instruments (Millon, 1977, 1987，1994). In contrast, 
the MMPI has been through just one revision. Frequent revisions mean that 
many of the MCMI scales have not been in an unchanged version long 
enough for it to be fully evaluated and validated empirically (Groth-Marnat, 
2003). 
Finally, the MCMI is designed to be used only with clinical samples. It 
does not perform well on normal or only mildly disturbed samples. Million 
actually stipulated that the MCMI should not be given to normal subjects 
(Millon, 1994). More important, the MCMI has never been standardized with 
the Chinese clinical samples. It is unclear how well the MCMI scales may 
apply in the Chinese population. 
The Chinese Personality Assessment Inventory (CPAI) 
The Chinese Personality Assessment Inventory (CPAI; Cheung, Song, & 
Zhang, 1996) is the only locally developed personality inventory which 
assesses both general personality dimensions and common psychiatric 
symptoms among the Chinese population. The CPAI is unique in the sense 
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that its scales were constructed using a combined emic-etic approach and 
incorporate both universal and indigenous personality constructs. 
The original item pool of the CPAI comes from various sources including 
contemporary Chinese novels, books on Chinese proverbs, statements of 
self-description or other-description, and studies of Chinese personality in the 
psychological literature (Cheung et al., 1996). The first version of the CPAI 
included 22 general personality scales, 12 clinical scales (which included the 
Inferiority vs Self-acceptance scale that is also listed under the general 
personality scales), and three validity indices. It was standardized on a large 
representative sample of 1,998 respondents from seven major areas in China 
and 446 respondents from Hong Kong between the ages of 18 to 65 using the 
prototype standardization method (Yung et al., 2000). 
The CPAI-2 (Cheung, Leung, Song, & Zhang, 2001), the most recently 
revised version of the instrument, has a total of 541 items scored in true-false 
format. It consists of 28 general personality scales, 12 clinical scales (again 
including the Inferiority vs Self-acceptance scale from the general personality 
scales), and 3 validity indices. The general personality scales of the CPAI-2 
consist of constructs that are comparable to Western scales (etic scales such 
as emotionality and extraversion) and those that are particularly relevant to 
Chinese culture (emic scales such as Face and Renqing). The clinical scales 
also include etic scales such as anxiety and depression, and emic scales 
such as somatization which assesses the tendency to present psychological 
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distress in somatic idioms among Chinese people. The three validity indices 
include the Infrequency scale, the Good Impression scale, and a 
Response-Consistency Index, which consisted of six pairs of repeated items. 
The CPAI-2 was standardized in 2001 using the same sample procedures as 
in the original CPAI. The new standardization sample consists of 1,911 adults 
ages 18 to 70, including a quota sample of 1,575 respondents from different 
regions of mainland China and a random sample of 336 respondents drawn 
from households in Hong Kong. More recently, a large clinical sample of about 
1,700 Chinese psychiatric patients, 1,600 from mainland China and 100 from 
Hong Kong, have also been collected. This clinical sample included patients 
suffering from schizophrenia, bipolar disorder, major depression, anxiety 
disorders and substance dependence (Cheung et al., in press). 
Assets and Limitations of the CPAI-2 
The CPAI-2 has several strengths as a comprehensive personality 
inventory. First, as an indigenously developed instrument, all items of the 
CPAI scales were selected from local sources such as contemporary Chinese 
novels and studies of Chinese personality in the psychological literatures 
(Cheung et al., 1996). To make sure the items are comprehensible for the 
general public，Chinese language teachers in junior high schools were asked 
to review the items to ensure that the language difficulty level was appropriate. 
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Moreover, a sample of 130 respondents from different walks of life in China 
and Hong Kong were also asked to rate the items in terms of comprehension, 
fluency and cultural relevance. In other words, all items of the CPAI represent 
the emic or culture-specific expressions of different psychological 
characteristics among the Chinese rather than Western expressions that are 
translated into Chinese. Scales constructed based on these items avoid any 
potential methodological problems associated with translated Western scales 
(Dana, 1998; Butcher, 2003). Second, by assessing both general personality 
features and common psychiatric symptoms simultaneously, the CPAI-2, just 
like the MCMI-III, enables clinicians to understand the development of 
episodic psychiatric symptoms in the context of general personality features 
as the background. Third, the CPAI-2 was standardized using a rigorous 
empirical procedure with a large representative sample from multiple regions 
of China and Hong Kong. This data base represents a highly valuable source 
of empirical information that no other Chinese assessment inventory has been 
able to assemble. 
The CPAI-2, however, also has several limitations. First, the CPAI-2 has 
541 items. Like the MMPI, it requires a patient to summon a great deal of 
cognitive energy to complete the whole inventory accurately, energy many 
emotionally distressed patients may find it hard to mobilize. Second, out of the 
28 general personality scales in the CPAI-2, 24 of them have alpha 
coefficients below .70, and 8 below .60. This evidence raises concerns about 
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the construct validity of many CPAI-2 general personality scales. Further 
conceptual refinements of these personality constructs are clearly needed. 
Third, like the MMPI, the development of the clinical scales of the CPAI-2 was 
based more on empirical rather theoretical consideration. Among the 11 
clinical scales (not including the Inferiority vs Self-acceptance scale), 8 
assesses common Axis-I psychiatric symptoms (e.g., anxiety, depression, 
hypomania, distortion of reality), 3 measures Axis-II enduring disordered 
personality features (e.g, antisocial behavior, histrionic behavio·r or need for 
attention, and paranoid personality features). The rationale behind this mixed 
arrangement of Axis-I and Axis-II symptoms is unclear. Without a coherent 
theoretical framework, it is difficult for clinicians to make sense out of these 
symptoms. 
Purpose of the Present Study 
The present study attempts to restructure the CPAI-2, an indigenous 
personality test with a highly valuable normative data base, and develops a 
new clinical inventory, tentatively called the Chinese Clinical Multi-axial 
Inventory (CCMI). By using the items of an indigenously developed instrument, 
CCMI avoids methodological and conceptual pitfalls faced by translated 
Western scales. Three major considerations guide the construction of the 
CCMI. First, similar to the MCMI, the overall framework of CCMI is designed 
to correspond closely to the multi-axial model of the DSM system (Millon , 
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1996a). This way, any clinician who is familiar with the DSM system will find 
CCMI user-friendly and can understand the test results without much difficulty. 
Second, in contrast to the MMPI which is based on rather outdated knowledge 
of psychopathology, the CCMI follow the most current conceptual framework 
of psychopathology (Achenbach & McConaughy, 1997; Krueger, 1999; Paris, 
2003). Finally, for practical reason, the CCMI is designed to be a more 
efficient instrument (with just about 200 items) comparing to the original 
CPAI-2 which has 541 items. 
The Overall Framework of the CCMI 
The CCMI is designed to assess: (1) disordered personality features 
(similar to personality disorders in Axis-ll of the DSM system); (2) 
psychosocial adjustment difficulties (similar to psychosocial stressors and 
premorbid adjustment of Axis-IV and V in the DSM system); and (3) common 
psychiatric symptoms (similar to Axis-I of the DSM system). Why do we 
design an instrument that assesses disordered personality features, 
psychosocial adjustment difficulties, and common psychiatric symptoms 
simultaneously? 
Personality, psychosocial adjustment and psychiatric symptoms 
Personality and psychopathology have been studied as separate fields 
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throughout most of the 20th century (Clark, 2005). In recent years, many 
researchers have noticed the close relationships between maladaptive 
personality features and clinical syndromes such as anxiety and mood 
disorders (Clark, 2005; Krueger & Markon, 2006; Millon, 1996a; 1999). Millon 
(1996a) postulated that maladaptive personality features may lead to chronic 
psychosocial maladjustment, which in turn may precipitate the development of 
episodic clinical syndromes. Millon argued that the interrelationships between 
personality disorders, psychosocial maladjustment and clinical disorders call 
for a systemic perspective in clinical assessment. A clinical assessment 
instrument that measures disordered personality features, psychosocial 
adjustment, and clinical syndrome simultaneously may facilitate a more 
comprehensive understanding of the pathogenesis of episodic clinical 
symptoms (Millon, 1996a). 
Table 1 presents the overall framework of the CCMI. Scales assessing 
disordered personality features follow closely to the DSM-IV-TR Axis-ll 
framework. The 10 PD scales can be divided into two major categories: (1) 
psychotic spectrum PD features which include schizoid and schizotypal 
personality disorders; and (2) non-psychotic spectrum PD features which 
include the other eight personality disorders. Out of the eight non-psychotic 
PDs, five can be classified as externalizing PDs (they include paranoid, 
narcissistic, histrionic, borderline, and antisocial PDs), and three internalizing 
PDs (avoidant, dependent and obsessive-compulsive PDs). In constructing 
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these PD scales, we followed the continuum model suggested by Costello 
(1996) and tried to select items from the CPAI-2 that capture the core features 
of each of these personality disorders accordingly. 
Three psychosocial adjustment indices are also developed to assess: (1) 
interpersonal relationships, (2) work competence, and (3) ability to engage in 
constructive leisure activities. A socially competent individual, as most 
clinicians agree, is a person who can love well, work well and play well. These 
three psychosocial adjustment scales will provide an overall assessment of 
how well an individual adapt in his or her social niche. 
Scales assessing Axis-I common psychiatric symptoms can be divided 
into two major categories: psychotic and non-psychotic symptoms. Psychotic 
symptoms include (1) Schizophrenic and (2) Manic symptoms. Non-psychotic 
symptoms, similar to non-psychotic spectrum PDs, can be further subdivided 
into internalizing and externalizing symptoms (Kureger, 1999). Internalizing 
symptoms include (3) Anxiety, (4) Depression, and (5) Somatic symptoms; 
and externalizing symptoms include (6) Hostility, (7) Impulsivity, and (8) 
Substance-abuse symptoms. This organization of the Axis-I symptoms 
corresponds closely to the current conceptualization of major 
psychopathology (Achenbach & McConaughy, 1997; Krueger, 1999; Paris, 
2003). 
Moreover, three validity indices have also been developed. The Faking 
Good Index assesses social desirability, and the Faking Bad Index assesses 
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tendency to over endorse psychiatric symptoms. Patients with high scores on 
Faking Bad may suggest that they are suffering from significant emotional 
distress or pretend to be in an uneasy situation. Moreover, a Randomness 
Index, assessed by three newly constructed items, has also been added to 
detect individuals who respond in a random manner. 
Items selection for each CCMI scale follows the common standards of 
item-total correlations (at least .3 or above) and internal consistency (at 
least .7 or above). To validate the concurrent validity of the CCMI scales, 
correlations between the CCMI scales, the original CPAI-2 scales, and the 
Chinese Personality Disorders Inventory (Leung, 2004) would be examined. 
Discriminative validity of the CCMI clinical symptom scales would also be 
examined by comparing score profiles across different diagnostic groups. 
Upon preliminary validation of the CCMI scales, a standardization procedure 
would also be conducted to provide preliminary norms for these scales. It is 
hoped that this newly developed personality inventory, which is totally based 
on indigenously developed personality features, will provide clinicians in Hong 
Kong, Taiwan, and China a culturally relevant, theory-guided, user-friendly 
and efficient clinical assessment instrument. 
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Table-1. Scales of Chinese Clinical Multi-axial Inventory (CCMI) 
Name of scale No. of items 
Faking Good Index 12 
Validity Indices Faking Bad Index 12 






Non-Psychotic Spectrum . . 
Disordered (Externalizing) Histrionic 12 
Personality Features Borderline 12 
Antisocial 12 
Avoidant 12 
Non-Psychotic Spectrum ^ 八各 1. . � Dependent 12 (Internalizing) 
Obsessive-Compulsive 12 
- Interpersonal Relationships (Love well) 12 
A S m ^ / Work Competence (Work well) 12 
Ability to Engage in Constructive Leisure Activities (Play well) 12 
Schizophrenic Symptoms 12 
Psychotic Spectrum 
Manic Symptoms 12 
Anxiety 12 
Non-Psychotic Spectrum 
Psychiatric (Internalizing) Depression 12 
Symptoms Somatic Symptoms 12 
Hostility 12 
Non-Psychotic Spectrum ^ , . . 
(Externalizing) ImPulsivity 12 





The development of the CCMI is based on data from two large samples 
collected from Mainland China and Hong Kong: 1) a sample of 1,659 adult 
psychiatric patients recruited from a variety of clinical settings; and 2) a 
representative community sample of 1，911 adults. The psychiatric patients 
were recruited from psychiatric hospitals covering various geographical 
locations, including Beijing, Chengdu, Fuzhou, Guangxi, Henan, Jilin, Nanjing, 
and Hong Kong. Patients with five most common clinical disorders found in 
Chinese clinical settings were selected. Among these patients, 371 were 
diagnosed with anxiety disorders, 354 with depression, 228 with bipolar 
disorder, 559 with schizophrenia and 147 with substance abuse disorders. 
The diagnoses were made according to the Chinese Classification of Mental 
Disorder (CCMD-2; the Chinese Medical Association，1989). The normative 
data-set was collected by a quota sampling method to cover six main regions 
in Mainland China and by a random sampling of household in Hong Kong 
(see Cheung, Cheung, & Zhang, 2004b). Table 2 presents the demographic 
information of both psychiatric and normative samples. 
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Table-2. Demographic Information of Psychiatric and Normal Samples 
Patient sample Normal sample 
N % N % 
Gender 
Female 712 43 983 51 
Male 947 57 928 49 
Age mean=32.55; SD=10.66 mean=37.99; SD=12.55 
18-25 554 33 362 19 
26-35 492 30 533 28 
36-45 373 23 464 24 
45-70 240 14 552 29 
Location 
Mainland 1564 94 1575 82 
Hong Kong 95 6 336 18 
Marriage status 
Single 830 50 597 31 
Married 698 42 1228 64 
- Divorced 131 8 86 5 
Patient groups 
Anxiety 371 11 - -
Depression 354 21 - -
Substance abuse 147 9 - 一 
Bipolar disorder 228 14 一 一 
Schizophrenia 559 34 - 一 
Inpatient/outpatient 
Inpatient 1270 77 - -
Outpatient ^ - -
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Measures 
The Chinese Personality Assessment Inventory - 2 (CPAI-2) 
The Chinese Personality Assessment Inventory (CPAI; Cheung et al., 
1996) is the only locally developed personality inventory which assesses both 
general personality dimensions and common psychiatric symptoms among 
the Chinese population. The CPAI-2 (Cheung et al. 2004a), the most recently 
revised version of the instrument, has a total of 541 items scored in true-false 
format. The full set of CPAI-2 consists of 28 personality scales, 12 clinical 
scales and three validity scales. Both the psychiatric and normative 
participants completed the CPAI-2. 
The Chinese Personality Disorder Inventory (CPDI) 
The Chinese Personality Disorder Inventory (CPDI) is originally 
developed by Leung (2004). It was specifically designed to assess the 10 
personality disorders as specified in the DSM-IV-TR (APA, 2000). The 
Cronbach's alpha of CPDI ranged from .60 on Histrionic and 
.Obsessive-Compulsive Personality Disorder to .83 on Avoidant and 
Schizotypal Personality Disorder for the patient sample. The mean test-retest 
reliability of CPDI scales is satisfactory of .81. The CPDI was only 
administrated to the psychiatric patients in the current study. 
Item Selection and Preliminary Validation 
We first selected items from the original item pool of the CPAI-2. More 
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than 30 items were originally chosen for each scale and then were narrowed 
down to 12 items. Besides theoretical considerations, items finally selected for 
each CCMI scale should have: (1) face validity; and (2) met the commonly 
accepted standards of item-total correlations (at least .3 or above) and 
internal consistency (at least .7 or above). A total of 206 items were selected 
in the current version of CCMI. 
To verify the construct validity of CCMI, correlations between CCMI 
scales and relevant original CPAI-2 scales were examined. Convergent 
validity of the CCMI PD scales was demonstrated by examining their 
associations with the relevant CPDI PD scales. Exploratory factor analysis 
was conducted to explore the factor structure of the CCMI scales. 
Discriminant power of the CCMI clinical symptom scales were also examined 
by comparing score profiles across different diagnostic groups using 
multivariate and univariate analysis of variance. In addition, a standardization 
procedure was conducted to provide Chinese norms for these scales (see 
Appendix A). To facilitate the interpretation of specific scores, percentile ranks 
of raw scores on each scale are shown in Appendix B. Considering the 
gender differences reported in previous studies of personality and 
psychopathology, separate norm for males and females have also been 
developed (see Appendix C). 
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Scale Description 
Disordered Personality Features 
Schizoid 
Selection of items for the Schizoid Personality Scale of the CCMI follows the 
DSM-IV depiction that it is a pervasive pattern of "detachment" from social 
relationships and a restricted range of expression of emotions in interpersonal 
settings. For example, “我赏旁去適耀居生括傲含愿"、“有什麼新的信息，我總 
是一人獨享,覺得沒有必要與他人交流。”，"似乎沒有一個人了無。，，• Instead 
of causing subjective distress, however, the solitude is a pleasurable state of 
distance for them to be away from others, along with their thoughts to 
establish a connectedness with nature and the universe. For example, “我一 
人獨處時會感到更愉快。： 
Schizotypal 
The Schizotypal Personality Scale of the CCMI assesses perceptual 





The Paranoid Personality Scale of the CCMI assesses interpersonal distrust 
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and overall willingness to avenge. Such individuals tend to be preoccupied 
with persecutory belief of a perceived threat. For example, “我時常覺得有些陌 
生人用挑剔的眼光盯著我。”’ “有人想害我。，，,“假如有人和我作對,我一定會想 
辦法報復。，，’ and “别人對我有冒犯之處,我總是記在心裏,很難釋懷。： 
Narcissistic 
The Narcissistic Personality Scale of the CCMI assesses a diffusive and 
pervasive pattern of grandiosity, need for admiration, intolerance of criticism, 
and a lack of empathy. Pathological narcissism is characterized by an 
exaggerating feeling of self-importance and feeling threatened by others' 
achievement. For example, “我赏 i7游冷己成為；^頻星、大英雄,受到萬眾矚 
目。\ “我不能容忍別人超過我或比我強，哪怕是在某一個方面也不行。，，’ “當別 
人說我有什麼缺點或錯誤時，我總是感到很惱火。”’ a n d我不能容忍別人超過 
我或比我強,哪怕是在某一個方面也不行。• 
Histrionic 
The Histrionic Personality Scale of the CCMI assesses a long-standing 
proclivity towards attention seeking through engaging in social interactions. 






The Borderline Personality Scale of the CCMI assesses a pervasive pattern of 
affective instability and impulsivity, especially the expression of feeling of 
anger. For example. “有時我想摔破東西來發洩心情。，，，“我有時會僧恨我的家 
乂。，，，“我容易與人發生衝突。，，，and “有時我會無緣無故地感到沮喪、痛苦。：In 
extreme cases, this emotional distress and labile sense of self can lead to 
periods of dissociation, for example，“許多錄乾我不能辨別（或區分)自己的 
經驗是真是假。”. 
Antisocial 
The Antisocial Personality Scale of the CCMI taps aggressiveness and 
irritability both in adolescence and adulthood towards authority and social 
convention. Such hostile individuals are often marked by characteristics of 




The Avoidant Personality Scale of the CCMI is designed to assess tendency 
of social inhibition，rising from intense fear of anticipated rejection and a 
strong sense of personal inadequacy. Because of their hypersensitivity to 
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negative evaluation, individuals tend to actively avoid interpersonal 
encounters, which can lead to social and occupational impairment. For 
exan\0e、“受到別人指責或批評後，我會在一段時間内躲避他人。”、“因為害怕 
遭到拒絕，我總是回避向他人表白感情。”,"我覺得自己真是毫無用Mo ”’ and "我 
覺得周圍的人都看不起我。”. 
Dependent 
The Dependent Personality Scale of the CCMI taps the psychological 
dependency on others, primarily marked by the key element of self-doubt. 
Such individuals are often overwhelmed by the feeling of self as helpless, 
powerless, and ineffectual. For example. “我常常害怕將來沒有依靠。”，“沒有 
別人在我旁邊時，我會失去安全感。”，“作出重大決定時，我會有極度不安的感 
覺。”’ “每當周圍空無一人時，我就會有一種恐慌感,不知所措。”,and "我覺得 
自己真是毫無用處。”• 
Obsessive-Compulsive 
The Obsessive-Compulsive Personality Scale of the CCMI assesses 
pathological perfectionism, preoccupation with details and rules, excessive 
orderliness and high self-demandingness. OC individuals tend to keep 
everything perfectly organized, reluctant to delegate, and hoard money for 




Psychosocial Adjustment Indices 
Interpersonal relationships 
The Interpersonal Relationships Scale of the CCMI mainly taps interpersonal 
closeness with others (e.g.,"即使和很多人在一起,我還是會經常感到孤單。”， 
“好像沒有人能理解我。\ and maladaptive interacting with others (e.g., “我很 
難容忍與我有著不同意見和觀點的人。”’ “别人得罪了我，我會一直記在心裹。”， 
"如果別人待我好,我會懷疑他們別有用心。“).Some items also refer to the 
intimacy relations with family member. For example, “我時常與家人有嚴重的 
意見分歧。"、“我有時會憎恨我的家人。"arvT我經常想遠離家庭。”. 
Work competence 
The Work Competence Scale of the CCMI is designed to measure personal 
competence and positive attitudes toward work challenges, referring to 
self-confidence, perseverance, constructive coping strategies, good work 




Constructive leisure activities 
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The Ability to Engage in Constructive Leisure Activities Scale of the CCMI is 
primarily marked by various leisure-time activities and personal interests in 
daily life. The items also tap moderate risk-taking, open mind set and novelty. 
The scale assesses individuals' vitality, including adequate activity level and 
the ability to experience happiness in hobbies. For example,"日常生活中充滿 
了使我感興趣的事 fe ”, “空閒時我喜歡繪畫或寫書法”，“我有很多不同的興趣”， 
“我對於模糊或不確定的事物有強烈的好奇心。”，and"我積極學習新的事物。 
Common Psychiatric Symptoms 
Anxiety 
The Anxiety Scale of the CCMI taps feeling of anxiety towards diffuse and 
potential dangers. It is characterized by ruminative worry (e.g., “我幾乎每天都 
擔心會發生可怕的事情。“)、constantly perceived stress and difficulty in relaxing 
(e .g.，“有時一些無關緊要的念頭纏著我,使我好多天都感到不安。Somat i c 
expression is also striking features of anxiety disorders, for example,"我常常 
因為一點點小事而擔憂，吃不好，睡不好。” and “當我準備做一件事的時候， 
我常發覺我的手在發抖。，， 
Depression 
The Depression Scale of the CCMI assesses an overwhelming sense of 
sadness, hopelessness and helplessness, both in emotional and cognitive 
facets (e.g.. “有時我會無緣無故地感到沮喪、痛苦。，，，“我常感到困難重重,無 
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法克服。“).Extremely low self-esteem (e.g.,"我覺得自己一無是處。。and 
suicidal ideation (e.g.,"我最近常想到自殺。，)are also measured. In addition, 
Physiological symptoms associated with depressed mood including insomnia, 




The Somatic Symptoms Scale of the CCMI is designed to assess common 
physical symptoms associated with chronic stress. The items include frequent 
health complaints and ruminative preoccupation with physical worries, such 
as headaches、“心情煩躁的時候,我就頭痛。stomachache {：‘緊張不安時我 
會感到腸胃不& 'I chest pain {：我經常胸痛或心痛，因此我感到很苦‘敝“),and 
fatigue {：‘我經常感到長時間的疲倦。“). 
Hostility 
The Hostility Scale of the CCMI is characterized by impulsive and aggressive 
behaviors for expressing frustration and anger, for example, “我容易與人發生 
衝突。，，.Hostile individuals tend to lose their temper easily 如果我的朋友冷 
落了我’我會大發脾氣。“)，and may have conflicts within their family (e.g., “我 
有時會憎恨我的家人。"、“當家人向我建議我應當怎樣做人時，我便會發怒。，. 




The Impulsivity Scale of the CCMI assesses inability to control hedonic 
impulses, lack of consideration for behavioral consequences, and sensation 
seeking behaviors. It could be manifested in different domains of daily life and 
often cause problems, such as gambling、“我曾經因賭輸了錢而向別人借錢。“), 
sex drive、“我覺得很難控制自己的性悠。，〜and extravagance (“有一段時間, 
我揮霍得不能自制。“).Seeking for pleasure and excitement is a striking 
feature of impulsive individuals, for example, “每當覺得無聊時，我會搞些新玩 
意以求刺激。”’ “我喜歡到處鼠逛，否則就會感到鬱悶。： 
Substance-abuse symptoms 
The Substance-abuse Symptoms Scale of the CCMI is designed to assess 
three major types of substance abuse problem, including alcohol, smoking 
and drug problem. The items tap various intensity and severity of substance 
abuse. Items include “我試過戒毒,但最後都無法自控。”，"我每天都要喝些酒， 
否則會覺得周身不自在。，，，and "我有煙不離手的習慣。，， 
Manic symptoms 
The Manic Symptoms Scale of the CCMI is characterized by increased motor 
activity, grandiosity of self-image, and elevated irritable mood during a distinct 
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episode. Individuals with moderate or high score on this scale may show 
uncontrolled speech, decreased sleep, overcommitment to a wide variety of 
activities, and flight of ideas. For example,"只要有別人在眼前，我便會滔滔不 
絕地講，有時自己都不知道在講什麼。、、广我實在有太多大計劃要同時開展，不 
能停頓下來0 ” “有時候’我感到精力充沛,以至一連好幾天都不需要睡覺0 ： 
Overestimation of one's capabilities and elevated irritable mood are other 
striking features of mania, such as “我常幻想自己成為大明星、大英雄，受到 
萬眾矚目。‘每星期至少有一次我會感到十分激動。，，• 
Schizophrenic symptoms 
The Schizophrenic Symptoms Scale of the CCMI taps various positive 
schizophrenic symptoms, reflecting impairments in the perception and 
sensation and detachment from reality. The items cover visual or auditory 
hallucinations and paranoid or bizarre delusions, which are central to the 
DSM definition of the disorder. For example, ，但我常聽到 
• 一個聲音同我講話0 ”,"我曾經透過電波去控制別人的思想或被別人控制。”，“我 
相信有人跟蹤我0，，, “我能在我周圍看到其他人所看不到的東西、動物和人。 
Validity Indices 
Faking Good Index 
The Faking Good Index of the CCMI is designed to measure social desirability 




Faking Bad Index 
The Faking Bad Index of the CCMI aims at measuring tendency to over 




The Randomness Index of the CCMI is designed to detect individuals who 






Table 3 presents the internal consistency coefficients of all the CCMI 
subscales among psychiatric and normative samples. In the psychiatric 
sample, alphas ranged from .75 for the Schizoid and Obsessive-Compulsive 
Personality Disorder subscales to .87 for the Schizophrenia subscale. In the 
normative sample, alphas ranged from .70 for the Antisocial Personality 
Disorder subscale to .80 for Somatic Symptoms subscale. 
Item-total correlation provides another evidence to testify the reliability of 
a test. It reflects the correlation of the item with the sum of other items from 
the same scale. Based on the criteria of item selection, only those meet the 
standard (>=.30) were selected. Items with negative values or values near 
zero were deleted. The mean of item-total correlations of all subscales of 
CCMI are also presented in Table 3. In the psychiatric sample, they ranged 
from .38 for Schizoid and Obsessive-Compulsive Personality Disorder to .55 
for Schizophrenia. In the normal sample, they ranged from .34 on Schizoid 
and Antisocial Personality Disorder and .44 on Anxiety and Somatic 
Symptoms. It shows high consistency within each subscales of the CCMI. 
As an adjunct to the item-total correlations, the inter-item correlations 
between each item within the same subscale were also calculated. The mean 
inter-item correlations of all CCMI subscales in both clinical and nonclinical 
f 
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samples are also presented in Table 3. These values are useful in identifying 
highly redundant items, since the response to a redundant item should be 
easily predicted from other items in the scale. Loevinger (1954) pointed out 
that item inter-correlations that are too high can actually limit the validity of a 
measure of a construct. Thus, with respect to this index, the ideal item should 
be consistent rather redundant with other items within the same subscale in 
order to maximize the efficiency of the scale in assessing differing facets of a 
construct. The mean inter-item correlations of all the CCMI subscales are 
typically around .20, indicating that items tap relatively independent content. 
Overall, our findings lend preliminary support to the construct validity of all 
subscales of the CCMI. 
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Table-3. Reliability of CCMI Subscales for Psychiatric and Normal Samples 
n , , , , Mean of item-total Mean of interitem 
Cronbach s Alpha i ‘. , 
Scales/Subscales correlation correlation 
patient normal patient normal patient normal 
Validity 
Faking Good 0.81 0.74 0.45 0.38 0.26 0.19 
Faking Bad 0.79 0.75 0.43 0.39 0.24 0.21 
Disordered Personality 
Schizioid 0.75 0.71 0.38 0.34 0.20 0.18 
Schizotypal 0.83 0.74 0.48 0.38 0.29 0.22 
Paranoid 0.80 0.77 0.44 0.41 . 0.25 0.23 
Narcissistic 0.76 0.74 0.40 0.38 0.22 0.20 
Histrionic 0.78 0.74 0.42 0.37 0.24 0.20 
Borderline 0.77 0.76 0.40 0.39 0.22 0.22 
Antisocial 0.76 0.70 0.40 0.34 0.22 0.17 
Avoidant 0.80 0.74 0.44 0.37 0.25 0.20 
Dependent 0.80 0.79 0.45 0.43 0.25 0.24 
Obsessive-Compulsive 0.75 0.75 0.38 0.38 0.20 0.20 
Psychosocial Adjustment 
Interpersonal Relationships 0.77 0.75 0.40 0.39 0.22 0.21 
Work Competence 0.82 0.75 0.47 0.39 0.27 0.21 
onstructive Leisure Activiti 0.76 0.74 0.39 0£7 0.20 
Psychiatric Symptoms 
Anxiety 0.82 0.79 0.47 0.44 0.27 0.25 
Depression 0.81 0.77 0.46 0.41 0.27 0.23 
Somatic 0.84 0.80 0.50 0.44 0.29 0.26 
Hostility 0.76 0.74 0.40 0.37 0.21 0.20 
Impulsivity 0.76 0.73 0.40 0.36 0.21 0.19 
Substance-abuse 0.84 0.78 0.51 0.42 0.30 0.25 
Manic 0.76 0.72 0.39 0.36 0.21 0.18 
Schizophrenic 0.87 0.75 0.55 0.39 0.33 0.21 
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Convergent validity 
Table 4 presents the correlations between the CCMI personality disorder 
subscales and the CPDI personality disorder subscales in the psychiatric 
sample. As the CPDI (Leung，2004) was designed to operationalize the 10 
PDs in the DSM system, it provides a reference to verify the convergent 
validity of the CCMI personality disorder subscales. The correlations ranged 
from .35 for OCPD to .70 for Narcissistic, Antisocial and Avoidant PDs. 
These findings remains even after we controlled for the effect of depression. 
This evidence provides preliminary support to the convergent validity of the 
PD subscales in CCMI. 
Table-4. (Partial) Correlation of CCMI and CPDI Personality Disorder Subscales in Psychiatric Sample (N=1659) J 
Schizoid Schizotypal Paranoid Narcissistic Histrionic Borderliiie Antisocial Avoidant Dependent 
Correlates .59 .65 .66 .70 .58 .68 .70 .70 59 ‘ 
Partial Correlates £ ^ ^ £ ^ M £7 ^ M ^ 





Table 5 presents the correlations between the CCMI clinical symptom 
scales and the CPAI-2 clinical scales in the psychiatric sample. Since we 
derived some of the CCMI clinical symptoms scales from the CPAI-2 clinical 
scales, correlations between corresponding scales were high as expected, 
suggesting that the newly derived CCMI clinical scales, despite with fewer 
items (12 items for CCMI vs. 20 for CPAI-2), are still valid measures of the 
intended clinical symptoms. For example, the correlation was .91 between the 
CCMI-Anxiety and the CPAI-Anxiety scales (with only 8 overlapped 
items); .85 between CCMI-Depression and CPAI-Depression (with only 4 
overlapped items); .85 between CCMI-Somatic and CPAI-Physical Symptoms 
(with only 4 overlapped items); .88 between the CCMI-Substance and the 
CPAI-Substance (with 12 overlapped items); .89 between CCMI-Mania and 
CPAI-Hypomania (with only 8 overlapped items); and .88 between 
CCMI-Schizophrenia and CPAI-Distortion of Reality (with only 8 overlapped 
items). The Hostility and Impulsivity subscales of the CCMI cover two 
. symptom areas that are not addressed in the CPAI-2 clinical scales. The 
correlation was .72 between CCMI-Hostility and CPAI-Antisocial (with only 2 
overlapped items), and .73 between CCMI-Impulsivity and CPAI-Antisocial 
(with no overlapped item). This pattern of results remains even after we 
partialled out the effects of depression. These findings provide preliminary 
support to the both the content and convergent validity of the CCMI clinical 
scales. 
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Table-5. (Partial) Correlalion of CCMI and CPAI Clinical Subscales in Psychiatric Sample (N=1659) 
CCMI 
Amdety Depression Somatization Hostility Impulsivity 呂卩^^^^^  Manic Schizophrenia 
Anxiety .91" (8) .79**(1) .73**(0) .59**(0) .46**(0) .33**(0) .49**(0) .43**(0) 
Depression .66**(0) .85«*(4) .65**(0) .52**(0) .39**(0) .31**(0) .36**(0) .36**(0) 
Physical Symptoms .59**(0) .61**(0) .82**(5) .43**(0) .34**(0) .29**(0) .33**(0) .38**(0) 
Somatization .66**(0) .63**(0) .80傘*(6) .51**(0) .42**(0) .34**(0) .47**(0) .38**(0) 
Sexual Maladjustment .49**(0) .45**(0) .44**(0) .57**(0) .60**(2) .52**(0) .57**(0) .64**(0) 
CPAI Pathological Dependence .30**(0) .31**(0) .30**(0) .50**(0) . 6 9 * * � .88孝孝（12) .53**(0) .51**{0) 
Hypomania .45**(0) -.31**(0) .36**(0) .62**(0) J2**{2) .47**(0) .89*_(8) .49**(0) 
Antisocial Behavior .46**(0) .48**(0) .42**(0) .72**(2) .73**(0) .60**(0) .64**(0) .58**(0) 
Need for Attention .56**(0) .49**(0) .45**(0) .70**(0) .68**(0) .49**(0) .73**(2) .56**(0) 
Distortion of Reality .51**(0) .42**(0) .42**(0) .57*»(0) .59**(0) .55**(0) .64**(0) .88«(8) 
Paranoia .59**(0) .55**(0) .50**(0) .63**(0) .61**(0) .52**(0) .62**(0) .75傘_(0) 
Partial Correlalion of CCMI and CPAI Clinical Subscales in Psychiatric Sample CN=1659) 
CCMI 
Anxiety Somatization Hostility Impulsivity SuJ^^cc Manic Schizophrenia 
Anusf. 
Anxiety .19** (8) .41**(0) .33**(0) .25**(0) .19**(0) .30**(0) .33**(0) 
Physical Symptoms .26**(0) .70**(5) .13**(0) .12**(0) .14**(0) .10**(0) .24**(0) 
Somatization .37**(0) .63**(6) .26**(0) .23**(0) .22**(0) .29**(0) .25**(0) 
Sexual Maladjustment .24**(0) .19**(0) .41**(0) .52**(2) A6**(0) .46**(0) .58**(0) 
Pathological Dependence .09**(0) .10**(0) .41**(0) .65**(4) .87** (12) .45**(0) .53**(0) 
CPAI 
Hypomania .28**(0) .14**(0) .55**(0) .68** � .41**(0) .88««(8) .41**(0) 
Antisocial Behavior .17**(0) .11**(0) . 6 2 * * � .68**(0) .54**(0) .55**(0) .50**(0) 
Need for Attention .34**(0) .17**(0) .61**(0) .61**(0) .41**(0) .67**(2) A8**(0) 
Distortion of ReaUty .33**(0) .19**(0) .43**(0) .50**(0) .49**(0) .55**(0) .87**(8) 
Paranoia .32**(0) .19**(0) .45**(0) .50**(0) A6**(0) .5l**(0) .72**(0) 
NOTE. Correlates after controlling score of depression subscale are presented, followed by the number of overlap items (in parentheses). 
**. Correlation is significant at the 0.01 level (2-tailed). 
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Concurrent validity: CCMI Inter-scale Correlations 
Table 6 presents the inter-scale correlations among all CCMI subscales. 
Meaningful correlation patterns were observed among different PD features. 
Within the externalizing PD cluster, the correlation was .71 between Paranoid 
and Narcissistic features, .83 between Narcissistic and Histrionic features, .70 
between Narcissistic and Antisocial features, and .73 between Histrionic and 
Antisocial features. Within the internalizing PD cluster, correlation was .72 
between Avoidant and Dependent PD features. These correlation patterns are 
in line with the existing literature on PDs. 
Two particularly interesting patterns of correlation among PD features 
and adjustment were observed in our findings. First, all CCMI-PD features 
have strong association with interpersonal problems, indicating the important 
association between disordered personality features and interpersonal 
problems. Second, the CCMI-OCPD features appear to represent a rather 
distinct personality dimension and have no association with the other PD 
features. 
Among Axis-I clinical symptoms，measures within the internalizing cluster 
such as Anxiety, Depression and Somatic symptoms have moderate to strong 
correlations with each other. The correlation was .73 between Anxiety and 
Depression, .65 between Anxiety and Somatic symptoms, and .63 between 
Depression and Somatic symptoms. These three variables seem to reflect the 
"neurotic triad" often found in many clinical inventories (e.g., MMPI and 
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MCMI). 
Measures within the externalizing cluster such as Hostility, Impulsivity， 
Substance Abuse, and Mania also have moderate to strong correlations with 
each other. For instance, the correlation was .72 between Impulsivity and 
Hostility, .69 between Impulsivity and Substance Abuse, .77 between 
Impulsivity and Mania. These moderate to strong correlations among Hostility, 
Impulsivity, Substance Abuse, and Mania testify to the existence of the 
externalizing symptom cluster. 
Correlations across the two clusters of clinical symptoms were much 
lower however. These patterns of correlation provide empirical support to the 
construct validity of the CCMI clinical scales. Moreover, similar to disordered 
personality features, all measures of clinical symptoms of the CCMI also have 
moderate to strong correlations with interpersonal relationships, suggesting 
the importance of measuring interpersonal adjustment problems in clinical 
assessment. 
Across Axis-I and Axis-11 symptoms, Anxiety and Depression show strong 
association with Avoidant, Dependent, and Borderline, respectively, of .70 
and .66, .81 and .81, .74 and .72. Hostility was highly correlated with 
Antisocial and (.75) Borderline (.80) PD features. Both Mania and 
Schizophrenia had strong correlations with Schizotypal (both were .89). 
These findings are consistent with the existing literature. Moreover, these 
correlations remain robust even after we controlled for depression (see Table 
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7). Overall, the findings provide preliminary empirical support to the construct 



















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Factorial Structure of the CCMI 
Exploratory factor analysis (EFA) was conducted to examine the factor 
structure of the CCMI-PD and CCM卜Clinical Symptoms scales. Principal 
component extraction method and varimax rotation method were used. 
Table 8 presents the result of factor analysis for the CCMI-PD scales. 
Three factors were extracted, named respectively externalizing personality 
features, internalizing personality features, and the obsessive-compulsive 
personality features. The same factor solution was observed among both 
psychiatric and normative samples. The internalizing personalities consist of 
Avoidant, Dependent, Schizoid, and Borderline personality features. The 
externalizing personalities consist of Narcissistic, Histrionic, Antisocial, 
Paranoid, and Schizotypal personality features. Interestingly, the 
obsessive-compulsive personality features do not cluster with other PD 
features but form an independent factor in the present study. 
Table-8. Factorial Structure of CCMI Disordered Personality Scales 
Factor 1 Factor 2 Factor 3 
Axis-n 
patient sample normal sample patient sample normal sample patient samplenormal sample 
Histrionic .88 .87 
Antisocial .85 .79 
Narcissistic .84 .78 
Schizotypal .69 .64 
Paranoid .66 .62 . 
Dependent .90 .86 
Avoidant .83 .76 
Borderline .75 .69 
Schizoid .72 .43 
Obsessive-Compulsive .99 .96 
Total vari^^e explained 35 丨。 3 ^ 9 31.78 23.88 10.32 10.33 
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Table 9 presents the result of factor analysis for the CCMI-Clinical 
Symptom scales. Two factors were clearly extracted, named respectively 
externalizing symptoms and internalizing symptoms. Similar factor solution 
was obtained for both psychiatric and normative samples. Anxiety, Depression 
and Somatic Symptoms form the internalizing symptoms cluster. This factor 
resembles the "neurotic triad" described in previous literature (Groth-Marnat, 
2003). Impulsivity, Substance Abuse, Mania, Schizophrenia and Hostility form 
the externalizing symptoms cluster. This finding suggests that the 
CCMI-Mania and Schizophrenia subscales seem to share some acting-out 
components with other externalizing behavioral symptoms. 
Table-9. Factorial Structure of CCMI Psychiatric Symptom Scales 
Factor 1 Factor 2 
Axis-I 
Patient sample Normal sample Patient sample Normal sample 
Impulsivity .87 .84 
Substance-abuse Symptoms .81 .81 
Manic Symptoms .79 .73 
Schizophrenic Symptoms .73 .60 
Hostility .67 .64 
Depression .88 .85 
Somatic Symptoms .87 .84 
Anxiety £7 8^4 
Total variance explained ~ ！ ^ 
^ 39.27 35.65 33.91 34.55 
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Discriminant validity 
Table 10 presents the mean and standard deviation for the CCMI 
subscales among psychiatric patients. Using the norm of the normal sample, 
the raw scores of each subscale for the psychiatric patients have been 
transformed into T scores with mean equal to 50 and standard deviation equal 
to 10. Results of the MANOVA showed significant differences in disordered 
personality features {Wilks's A=.77, F=8.74，p<.01)\ in Psychosocial 
adjustment {Wilks's A= 84, F=22.06，p<.Oiy, and in clinical psychiatric 
symptoms {Wilks's A= 62, F=20.86, p<.01) among the different patient 
groups. 
CCMI Clinical Symptom Scales 
The CCMI clinical symptom scales show good discriminant power in 
differentiating psychiatric patients with different diagnoses. Specifically 
speaking, patients with anxiety disorders (58.76) and substance abuse (58.20) 
had the highest T-score on the Anxiety scale in comparison to other patient 
groups {F= 10.30, p<.01). Patients with depression (60.08)，substance abuse 
(60.66) and anxiety disorders (59.56) got the highest T-score on the 
Depression scale in comparison to patients with mania and schizophrenia 
{F=17.41, p<.01). On the Substance abuse scale, the patients with substance 
abuse had the highest T-score (70.99) compared with all other patient groups 
if =77.37, p<01). On the Mania scale, patients with bipolar disorder (59.65) 
and substance abuse (60.72) had higher T-score than patients with other 
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disorders {F=26.36, p<.01). On the Schizophrenia scale, patients with 
schizophrenia (63.18) and substance abuse (64.15) had higher T-score other 
patients (F=11.87，p<.01). 
On the other three clinical scales, meaningful result patterns were also 
observed. On the Somatic Symptoms scale, the patients with anxiety 
disorders (59.73), depression (60.10) and substance abuse (58.74) had 
significantly higher T-score than manic and schizophrenia patients {F=21.52, 
p<.01). On the Hostility and Impulsivity scales, patients with mania and 
substance abuse show significantly higher T-score than patients with anxiety 
and depression (For the scale of Hostility, F=15.57, p<.01\for the scale of 
Impulsivity, F=42.64, p<.01). 
Overall, results provide preliminary support to the clinical utility of the 
CCMI clinical symptom scales in differentiating patients with different clinical 
diagnoses. In general, patients with anxiety disorder, depression, mania and 
schizophrenia show conspicuous elevation of T-score, respectively, on scales 
of anxiety, depression, mania and schizophrenia. 
CCMI-Psychosocial Adjustment Scales 
Meaningful result patterns were also observed on the three adjustment 
indices among our patient groups. On Work Competence, besides patients 
with mania who had a T score of 50.02, all other patient groups scored below 
the mean, suggesting below average work competence. On interpersonal 
relationships, most patient groups displayed some degrees of elevation, 
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ranging from a high of 59.98 for patients with substance abuse, to a low of 
53.89 for the schizophrenia. 
CCMI-Personality Disorder Scales 
Meaningful result patterns among different patient groups were also 
observed on the CCMI-PD scales. Patients with anxiety disorders and 
depression displayed higher scores on Avoidant and Dependent PD features. 
Patients with Mania displayed higher scores on Antisocial, Histrionic, 
Narcissistic and Borderline PD features. Patients with Schizophrenia 
displayed elevated scores on Schizotypal PD features. Patients with 
substance abuse displayed the most disturbed personality profiles with 





















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































The present study attempts to restructure the CPAI-2, an indigenous 
personality test with a highly valuable normative data base, and develops a 
new clinical inventory, tentatively called the Chinese Clinical Multi-axial 
Inventory (CCMI). The CCMI is designed to assess: (1) disordered personality 
features (equivalent to personality disorders in Axis-ll of the DSM system); (2) 
psychosocial adjustment difficulties (equivalent to psychosocial stressors and 
premorbid adjustment of Axis-IV and V in the DSM system); and (3) common 
psychiatric symptoms (equivalent to Axis-I of the DSM system). It is believed 
that a clinical assessment instrument that measures disordered personality 
features, psychosocial adjustment，and clinical syndromes simultaneously will 
facilitate a more comprehensive understanding of the pathogenesis of 
episodic clinical symptoms (Millon, 1996a). 
Internal Consistency of the CCMI 
Findings provide preliminary support to the internal consistency of all 
scales of the CCMI. Although each scale consists of only 12 items, 
Cronbach's alphas are consistently high across 23 scales, with mean of .79 
for psychiatric sample and .75 for normal sample. 
Among the 10 CCMI-PD scales, four have alphas of .80 or above and six 
have alphas of .75 or above in the clinical sample. Among the normal sample, 
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the alphas for the CCMI-PD scales are slightly lower, ranging from .70 to .79. 
Among the eight CCMI-Clinical Symptoms scales, five have alphas 
above .80 and three (all belong to the externalizing spectrum symptoms) have 
alphas of .76 in the clinical sample. Among the normal sample, the alphas for 
the CCMI-Clinical Symptoms scales again are slightly lower than in the 
patient sample, ranging from .72 to .80. Scales within the externalizing 
symptoms spectrum (Hostility, Impulsivity, and Mania) again have relatively 
lower alphas. The finding that externalizing symptoms tend to have lower 
alphas than internalizing symptoms is consistent with findings in previous 
literature (Derogatis, 1983). This finding suggests that the expression of 
externalizing symptoms appears to be more heterogeneous in nature. 
Other measures of internal consistency also indicated substantial 
cohesiveness for all CCMI scales. Item-total correlation averaged .44 for 
psychiatric patients and .39 for normal people. It reflects good consistency of 
each item with the sum of other items from the same scale, and hence 
indicating high internal consistency within each CCMI subscales. Moreover, 
mean inter-item correlations averaged .23 for psychiatric sample and .21 for 
normal sample, which indicate no highly redundant items across all CCMI 
scales. 
Content and Convergent Validity 
Findings of this study also provide preliminary support to the content and 
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convergent validity of different CCMI subscales. On measures of PD features, 
correlations between CCMI-PD scales and the corresponding CPDI scales 
ranged from .35 for OCPD to .70 for Narcissistic, Antisocial and Avoidant PDs. 
These findings remain even after we controlled for the effect of depression. 
This evidence provides empirical support to the convergent validity of the 
CCMI-PD scales. Out of the 10 CCMI-PD scales, OCPD has the lowest 
correlations (.35) with the CPDI-OCPD scale. In developing the CCMI-OCPD 
scale, we put emphasis in measuring the dimension of perfectionism and high 
self-demanding personality features as suggested by Millon (Jankowski, 
2002). This is different from the heterogeneous nature of the DSM-OCPD 
features as assessed by the CPDI. For example, some DSM-OCPD items 
assess miserly spending style, or inability to discard worn-out objects. In the 
CCMI-OCPD scales, these features have not been included. Low convergent 
validity between the MCMI-OCPD scale and the DSM-OCPD features has 
also been reported in previous literature (Groth-Marnat, 2003). Future studies 
are clearly needed to further clarify the core features of OCPD. 
Findings also support the content and convergent validity of the 
CCMI-Clinical Symptoms scales. The high correlations between the 
CCMI-Clinical Symptom scales and the corresponding CPAI-2 clinical scales 
in the psychiatric sample suggest that the newly derived CCMI-Clinical scales, 
despite with fewer items (12 items for CCMI vs. 20 for CPAI-2), are still valid 
measures of the intended clinical symptoms. The Hostility and Impulsivity 
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scales of the CCMI cover two symptom areas that are not assessed in the 
CPAI-2 clinical scales. The high correlations between these two new scales 
and the conceptually relevant scales of the CPAI-2 (e.g., correlations between 
CCMI-Hostility and CPAI-Antisocial or between CCMI-lmpulsivity and 
CPAI-Antisocial scales are both above .72). These findings provide empirical 
support to the convergent validity of the CCMI-Clinical scales. 
Concurrent validity: CCMI Inter-scale Correlations 
Results also reveal meaningful inter-scale correlations among different 
CCMI subscales. Two interesting patterns of correlation among PD features 
and psychosocial adjustment were observed in this study. First, all CCMI-PD 
features have strong association with interpersonal problems, indicating the 
important association between disordered personality features and 
interpersonal maladjustment. This finding is consistent with the robust finding 
that the majority of patients with personality disorders experience significant 
interpersonal problems (Clark, 2005; Perry, 2000). Second, the CCMI-OCPD 
features appear to represent a rather independent personality dimension and 
have no association with the other PD features. This finding is consistent with 
other findings (Skodol et al., 2002) which indicated that OCPD appears to be 
a rather unique personality type that deserves further exploration. 
Among Axis-I clinical symptoms, measures within the internalizing cluster 
such as Anxiety, Depression and Somatic symptoms have moderate to strong 
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correlations with each other. These three variables seem to reflect the 
"neurotic triad" often found in many clinical inventories (e.g, MMPI and MCMI). 
Measures within the externalizing cluster such as Hostility, Impulsivity, 
Substance Abuse, and Mania also have moderate to strong correlations with 
each other, supporting the existence of the externalizing or disinhibitory 
spectrum of symptoms. Moreover, correlations across the two clusters of 
clinical symptoms were much lower. These patterns of correlation provide 
further empirical support to the construct validity of the CCMI clinical scales. 
Moreover, similar to disordered personality features, all measures of 
clinical symptoms of the CCMI also have moderate to strong correlations with 
interpersonal maladjustment, suggesting the importance of measuring 
interpersonal adjustment problems in Chinese clinical assessment. 
Factorial Structure of the CCMI PD and Clinical Scales 
Factor analysis of the CCMI-PD scales reveal three factors, namely, 
externalizing personality features, internalizing personality features, and the 
obsessive-compulsive personality features. The internalizing personalities 
consist of Avoidant, Dependent, Schizoid, and Borderline personality features. 
The fact that the CCMI-Borderline scale loaded with Avoidant, Dependent and 
Schizoid scales in our sample suggests that this scale may be more 
characterized by dysphoric mood traits rather than impulsivity. The 
externalizing personalities consist of Narcissistic, Histrionic, Antisocial, 
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Paranoid, and Schizotypal personality features. The OCPD features, as we 
discussed earlier, do not cluster with other PD features and form an 
independent factor in the present study. This finding is consistent with other 
findings (Skodol et al., 2002) which indicated that OCPD appears to be a 
rather unique personality type that deserves further exmination. 
Factor analysis of the CCMI-Clinica丨 scales also reveals two factors. As 
expected, Anxiety, Depression and Somatic Symptoms form the internalizing 
symptoms cluster. This factor resembles the "neurotic triad" described in 
previous literature (Groth-Marnat, 2003). Impulsivity, Hostility, Substance 
Abuse, Mania, and Schizophrenia form the externalizing symptoms cluster. 
This finding suggests that the CCMI-Schizophrenia scale addresses more of 
the acting-out components of the psychotic features and therefore loaded with 
other externalizing symptom scales. 
Overall, results of the factor analysis support the 
internalizing-externalizing spectrum conceptualization of adult 
psychopathology suggested by Krueger (1999) and Paris (2003). Internalizing 
personality features or clinical symptoms are characterized by behavioral 
inhibition (Hankin & Abela, 2005). Previous studies of behavioral inhibition 
suggest its central role in predicting anxiety disorders, depression and related 
somatoform problems (e.g., Hirshfeld-Becker et al” 2003). On the other hand, 
externalizing problems include aggressive behaviors, substance-abuse 
problems, and impulse dyscontrol. Researchers describe externalizing 
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symptoms as "disinhibitory psychopathology", with the idea that disinhibition is 
a common factor that ties externalizing problems together. 
Discriminant validity 
Findings of this study provide preliminary support to the clinical utility of 
the CCMI-Clinical Symptom scales in differentiating patients with different 
clinical diagnoses. In general, patients with anxiety disorder, depression, 
mania and schizophrenia show relevant elevations of T-score, respectively, on 
scales of anxiety, depression, mania and schizophrenia. On the 
CCMI-Substance Abuse scale, patients with substance abuse problem scored 
more than 2 SDs above the mean T-score, supporting the sensitivity of the 
scale in measuring relevant symptoms. In the present study, the patients with 
substance abuse show elevations on almost all scales, representing the most 
disturbed group of patients. In terms of clinical scales, they elevated on scales 
of Anxiety, Depression, Hostility, Impulsivity, Manic and Schizophrenia, The 
findings are in line with previous studies that characterized these patients with 
negative emotionality and behavioral disinhibition (McGue, Slutske, & lacono, 
1999; Donovan et al., 1998; Weybrew, 1996; Craig & Weinberg, 1992; 
Zuckerman, Kuhlman, Thornquist & Kiers, 1991). The modal personality file of 
patients with substance abuse are found to elevate both on the scale of 
internalizing and externalizing personality features, including Avoidant, 
Dependent, Histrionic, Antisocial and Paranoid, which are consist with past 
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research (see Craig, 2000; Zuckerman, Kuhlman, Thornquist & Kiers, 1991; 
Cheung, Cheung, Leung, 2008; Donovan et al., 1998; Weybrew, 1996). In 
addition, patients with substance abuse elevated almost 1 SD beyond mean 
T-score on the scale of Interpersonal Relationship，which seems to present 
disruptive social and family relationship in Chinese culture context. It supports 
previous findings that Chinese substance abuse patients show low score on 
Family Orientation and Harmony (Cheung et al., 2008). Disturbed 
personalities may act as important predictors (Craig, 2000; Cheung et al., 
2008). 
Meaningful result patterns were also observed for the CCMI-Somatic 
Symptoms, Hostility and Impulsivity scales. For example, patients with anxiety 
disorders or depression scored significantly higher on CCMI-Somatic 
Symptoms scale than manic and schizophrenia patients did. On the Hostility 
and Impulsivity scales, patients with mania and substance abuse scored 
significantly higher than patients with anxiety and depression did. 
Meaningful result patterns were also observed on the adjustment indices 
among our patient groups. On Work Competence, besides patients with 
mania who had a T score of 50.02, all other patient groups scored below the 
mean, suggesting below average work competence. On interpersonal 
relationships, most patient groups displayed some degrees of elevation, 
indicating significant interpersonal problems among Chinese psychiatric 
patients. 
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Meaningful PD symptom profiles among different patient groups were 
also observed on the CCMI-PD scales. For example, patients with anxiety 
disorders and depression displayed higher scores on Avoidant and 
Dependent PD features. Patients with Mania displayed higher scores on 
Antisocial, Histrionic, Narcissistic and Borderline PD features. Patients with 
Schizophrenia displayed elevated scores on Schizotypal PD features. 
Patients with substance abuse displayed the most disturbed personality 
profiles with elevation in multiple PD features with the exception of OCPD. 
Overall, findings of this study provide preliminary empirical support to the 
clinical utility of the CCMI scales. 
Strengths and Limitations of the CCMI 
The present study attempts to restructure the items of the CPAI-2 and 
develops a new clinical inventory called the CCMI. This new instrument has 
several strengths. First, by using the items of an indigenously developed 
instrument, CCMI avoids methodological and conceptual pitfalls faced by 
translated Western scales. Second, like MCMI, the overall framework of CCMI 
corresponds closely to the multi-axial model of the DSM system (Millon, 
1996a). This way, any clinicians who are familiar with the DSM system will find 
CCMI user-friendly and can understand the test results without much difficulty. 
Third, in contrast to the MMPI which is based on rather outdated knowledge of 
psychopathology, the CCMI scales follow the most current conceptual 
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framework of psychopathology (Achenbach & McConaughy, 1997; Krueger, 
1999; Paris, 2003). Finally, CCMI has 206 items and can be completed within 
40 minutes. Results support the psychometric properties of the CCMI scales. 
Convergent and concurrent validity of the CCMI scales have also been 
demonstrated. Findings also provide preliminary support to the clinical utility 
of the CCMI-Clinical Symptom scales in differentiating patients with different 
clinical diagnoses. 
Some limitations should be noticed, however. First, all items of the CCMI 
come from an existing instrument. This limits the choice of the most suitable 
items in measuring certain constructs. Second, the CCMI PD scales and 
psychosocial adjustment scales need clinical interview data to cross validate 
their external validity. Third, data on test-retest reliability is needed. Fourth, 
some scales, such as the Borderline and the OCPD scales, need further 
refinement in the future. 
It is hope that this newly developed personality inventory, which is totally 
based on indigenously developed personality features, will provide clinicians 
in Hong Kong, Taiwan, and China a culturally relevant, theory-guided, 
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Appendix B. Percentile Ranks of Raw Score on CCMI Subscales (%) 
Schizoid Schizotypal Paranoid Narcissigtic Hufaionic Borderline 
raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal 
0 2.3 3.6 0 14.2 21.5 0 8.7 15.0 0 5.9 11.6 0 6.5 12.4 0 4.4 9.9 
1 8.4 14.0 1 37.2 53.6 1 24.6 39.7 1 18.3 33.2 1 20.5 33.6 1 13.1 28.3 
2 17.2 28.1 2 52.1 71.4 2 37.6 56.1 2 31.6 50.2 2 35.1 50.7 2 22.0 43.2 
3 27.4 42.2 3 62.5 82.4 3 48.3 68.0 3 45.1 63.7 3 48.4 65.3 3 31.8 55.7 
4 38.1 56.0 4 70.6 89.0 4 58.3 76.6 4 57.0 74.7 4 60.2 76.0 4 42.7 66.5 
5 49.2 68.9 5 78.4 93.1 5 68.1 83.2 5 66.9 82.8 5 70.0 84.0 5 53.9 75.4 
6 60.0 79.3 6 84.7 95.5 6 76.5 89.3 6 75.9 88.6 6 77.7 89.8 6 64.0 83.4 
7 70.7 86.8 7 89.4 97.3 7 83.8 93.7 7 83.4 92.6 7 84.4 94.1 7 72.8 89.9 
8 80.2 92.0 8 93.0 98.5 8 89.3 96.4 8 89.2 95.7 8 89.7 97.0 8 81.7 94.5 
9 87.6 95.7 9 95.5 99.3 9 93.4 97,9 9 93.6 97.9 9 93.3 98.3 9 89.5 97.3 
10 93.6 98.1 10 97.2 99.7 10 96.4 98.9 10 96.7 99.2 10 96.3 99.1 10 94.8 99.0 
11 97.8 99.4 11 98.3 99.9 11 98.4 99.7 11 98.7 99.8 11 98.4 99.7 11 97.8 99.7 
12 99.7 99.9 12 99.4 100.0 12 99.6 99.9 12 99.7 100.0 12 99.6 99.9 12 99.5 99.9 
Antisocial Avoidant Dependent Obgeggive-Compulgive Faking Good Faldng Bad 
raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal 
0 6.3 10.9 0 6.5 10.3 0 3.6 6.2 0 0.5 0.3 0 1.0 0.1 0 8.2 21.3 
1 20.1 31.9 1 17.8 30.7 1 11.0 18.9 1 2.0 1.5 1 3.5 1.0 1 23.6 53.2 
2 34.9 50.4 2 28.9 49.1 2 18.7 31.5 2 4.9 4.2 2 7.2 3.1 2 36.2 69.6 
3 47.8 65.5 3 40.6 63.2 3 26.8 43.3 3 9.6 8.4 3 11.7 6.0 3 46.4 79.2 
4 59.0 76.8 4 50.7 73.6 4 35.6 54.2 4 15.3 13.6 4 17.5 9.8 4 56.6 85.9 
5 69.5 84.7 5 60.2 81.9 5 44.6 63.8 5 22.9 20.6 5 24.8 15.6 5 66.9 90.9 
6 78.5 90.8 6 69.4 88.5 6 54.3 73.0 6 33.0 28.9 6 33.7 23.0 6 76.4 94.8 
7 85.5 94.9 7 77.6 93.0 7 64.1 81.6 7 43.1 38.3 7 42.7 31.7 7 84.0 97.3 
8 90.8 97.2 8 84.5 96.4 8 74.1 88.1 8 53.4 50.0 g 52.0 42.8 8 90.2 98.5 
9 94.5 98.6 9 90.3 98.5 9 83.4 92.8 9 65.5 62.7 9 62.6 55.2 9 94.3 99.3 
10 97.1 99.5 10 94.5 99.3 10 90.6 96.5 10 77.8 75.3 10 73.6 68.7 10 96.9 99.7 
11 98.7 100.0 11 97.8 99.7 11 95.6 98.7 11 88.6 87.5 11 83.9 82.8 11 98.8 99.9 
12 99.7 100.0 12 99.7 99.9 12 98.8 99.7 12 96.8 96.7 12 94.4 94.8 12 99.7 100.0 
Anxiety Depresrion Somatofonn Hostility Impulsivity Subgtance Abu»e 
raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal 
0 4.9 9.2 0 4.1 8.1 0 5.8 10.2 0 4.8 9.5 0 6.7 14.0 0 17.0 23.1 
1 14.5 26.9 1 12.5 24.9 1 16.3 29.9 1 15.0 27.9 1 21.4 39.0 1 41.5 53.7 
2 23.7 41.7 2 21.1 41.1 2 25.2 45.8 2 26.4 45.1 2 36.7 57.2 2 53.9 66.7 
3 33.3 54.1 3 29.8 54.5 3 33.7 58.4 3 39.4 58.9 3 50.4 70.5 3 63.8 76.1 
4 43.7 65.5 4 39.3 65.5 4 42.8 69.6 4 52.0 70.2 4 61.9 80.8 4 72.0 83.5 
5 53.5 75.1 5 49.3 75.1 5 52.2 77.6 5 62.5 79.3 5 72.1 87.6 5 78.4 89.2 
6 61.8 82.5 6 58.8 82.8 6 60.6 83.8 6 71.9 86.5 6 80.3 92.1 6 84.1 93.1 
7 69.7 87.8 7 68.0 89.1 7 68.7 88.9 7 80.0 92.0 7 86.6 95.6 7 88.6 96.2 
8 78.1 92.1 8 76.7 93.7 g 76.9 92.6 8 86.9 95.4 8 91.8 97.5 g 92.7 98.4 
9 86.0 95.5 9 84.6 96.6 9 83.8 95.6 9 92.6 97.7 9 95.3 98.6 9 95.7 99.6 
10 92.3 97.9 10 90.7 98.4 10 89.4 97.7 10 96.1 98.9 10 97.6 99.3 10 97.5 99.9 
11 96.7 99.2 11 95.6 99.4 11 94.4 99.1 11 98.2 99.6 11 99.0 99.7 11 98.7 100.0 
12 99.2 99.8 12 99.0 99.9 12 98.3 99.8 12 99.6 99.9 12 99.7 99.9 12 99.6 100.0 
„ • „ , . T , „ , . . . . _ ‘ Comtiuctive Leisure 
Manic Schizophrenic Intopenonal Relationsmps Wont Competence ActivitiM 
raw score patient normal raw score patient normal raw score patient normal raw score patient normal raw score patient normal 
0 4.3 8.4 0 21.5 32.6 0 4.9 11.0 0 1.0 0.1 0 0.8 0.7 
1 14.5 25.3 1 51.4 74.5 1 15.7 31.1 1 3.1 0.5 1 3.0 3.0 
2 26.9 41.8 2 64.2 87.6 2 26.8 47.2 2 6.3 1.5 2 7.2 6.9 
3 39.5 56.8 3 72.4 92.8 3 37.7 59.7 3 ‘ 10.6 3.2 3 13.2 12.4 
4 50.8 68.7 4 78.7 94.9 4 49.1 70.0 4 15.3 5.8 4 20.0 20.1 
5 61.8 77.9 5 84.1 96.5 5 59.8 78.8 5 21.0 9.6 5 28.3 30.1 
6 72.5 85.7 6 88.4 97.8 6 69.2 85.8 6 28.4 15.0 6 38.3 41.6 
7 81.0 91.4 7 91.3 98.8 7 77.8 91.3 7 37.1 22.1 7 49.5 53.4 
8 87.3 95.0 8 94.0 99.5 8 85.4 95.2 8 46.7 30.7 8 61.3 65.5 
9 92.2 97.3 9 95.8 99.8 9 91.1 97.3 9 56.7 41.9 9 72.7 76.6 
10 95.5 98.8 10 97.0 99.9 10 95.6 98.7 10 67.7 55.9 10 83.2 86.1 
11 97.6 99.6 11 97.9 100.0 11 98.5 99.5 11 79.7 72.0 11 91.6 94.1 
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